Fundoscopy was normal, but there were bilateral partial sixth nerve palsies, and upbeat nystagmus on upgaze. There was a left sensory trigeminal neuropathy and mild subjective blunting ofhearing on the left side. In the limbs there was a mild left-sided pyramidal weakness, with subjective reduction of light touch and pin-prick distally in the left arm and leg. A diagnosis of demyelination was suspected. Visual evoked potentials were normal. A computed tomography (CT) scan of the cranium revealed two small high-density lesions in the right side of the brainstem and left putamen, thought to represent areas of haemorrhage. Cerebrospinal fluid (CSF) examination was entirely normal, with absent oligoclonal bands. The patient's condition spontaneously improved, and follow-up CT brain scan 2 weeks later showed considerable resolution of the high density lesions.
Eight months later she was re-admitted with a relapse comprising similar brainstem symptoms and signs, following a minor acute neck sprain. Cranial magnetic resonance imaging (MRI) scan revealed three separate lesions typical of cavernous angiomas, including a large lesion in the tegmentum of the midbrain, eccentrically located to the right (figure).
The patient has been managed conservatively to date. She has suffered a number of relapses referable to the brainstem cavernous angioma but has recovered to normal b..~~~~~MW On examination, he was normotensive, but peripheral pulses were weak in the legs. General medical and neurological examinations were otherwise normal.
A CT brain scan showed areas of increased density in the right temporal lobe and another in the right fronto-parietal region with no evident mass effect. An MRI brain scan subsequently showed five separate lesions all having the typical signal characteristics of cavernous angiomas. The patient has been managed conservatively to date.
Discussion
These cases illustrate the different ways in which cavernous angiomas may present. Symptomatic patients typically present between the ages of 20 and 40, although symptoms can begin at any age. Focal neurological deficits may occur in 10-35% of cases and when angiomas are located in the brainstem, a mixed diagnosis of multiple sclerosis has been reported in up to 10% of patients. 4 3 CT brain scanning has a 10% false negative rate, while angiography may be normal in about one-third of reported cases with cavernous malformations." The investigation of choice is MRI scanning, which has, good sensitivity and specificity. Cavernous angiomas have typical appearances on MRI which are considered diagnostic. These include central signal hyperintensity and prominent peripheral signal hypointensity on Ti-and T2-weighted sequences corresponding to subacute haemorrhage and haemosiderin, respectively. There is usually no mass effect or oedema, no feeding arteries or draining veins and no enhancement after intravenous contrast agent.8 MRI is also safe for monitoring patients with cavernous angiomas, and is able to demonstrate the dynamic state of the lesions, with new lesions appearing in nearly 30% of patients at 2.2 years follow-up in one study.3
The management of cavernous angiomas ranges from observation, with treatment of seizures along conventional lines where necessary, to surgical extirpation for accessible lesions that produce repetitive or progressive symptoms. Prophylactic resection of asymptomatic lesions is not indicated.
